. They point out that before a diagnosis of psychogenic pain can be established with certainty, the following criteria should be established.
(1) No significant somatogenic factor can be discovered by adequate examination and investigation.
(2) Even if some possibly significant somatogenic factor has been discovered, treatment Adrian, Cottell and Hoagland (1931) It is important, however, to remember that no pain, however much it may be due to structural lesions is ever absolutely constant and the variation in its subjective intensity will vary in accordance with, amongst other things, the direction of attention of the subject both to the source of his sensation and to the quality of the sensation of which he is conscious. The degree of pain therefore must always be difficult to assess and must not be used as a test of the patient's honesty. If the patient's interest is strongly engaged by something entirely outside himself his attention will be diverted from his disability and he will experience less pain. If on the other hand his interest is fixed on this disability his attention will reinforce the painful stimuli travelling from the periphery to the centre. Mere intermittence of the pain is therefore no indication of its nature or intensity. In considering hysterical pain we may regard it as a release phenomenon and indeed this type of pain is almost always poorly localised and poorly graded in intensity. Such pain will recall the subjective phenomena of Roussy's thalamic syndrome. In this, it may be remembered, generally as a result of interference with the connections between the thalamus and cortex, the threshold of pain is raised but the intensity of pain experienced is much increased. Kendall (1942) has suggested that at least in some cases the inhibition comes from below rather than above, and that the fast-moving impulses travelling by the thicker pain fibres normally control and partially inhibit the slower moving impulses, travelling by the thin fibres. If, however, there is a lesion involving the thick fibre system this control and inhibition may be interfered with and the thalamic syndrome result. It (Ray and Wolff, 1940) . Especially is this so in respect of the pial and cerebral vessels. Ischaemia due to constriction of vessels in muscles is known to be attended by pain (Lewis, 1942) Henderson and Gillespie (1947) it is necessary to take a longitudinal section of the patient's life as well as a cross section at any moment of time and to distinguish between the fundamental abnormality and the temporary symptom complex which it displays. We may speak of episodes arising in the course of a disorder such as hysterical symptoms in a schizophrenic psychosis or depressive periods in the course of a psychoneurosis, and pain may be the chief symptom of a number of conditions, but we must see the diseased personality as a whole before we can arrive at a true diagnosis even of the particular type of emotional reaction to which the patient is prone. Even in such a relatively clear cut clinical entity as general paralysis for example which we know to be due to syphilitic infection inasmuch as spirochetes can often be demonstrated in the cerebral cortex, we find a considerable variation of clinical manifestation on the one hand and of emotional reaction on the other. Some patients are depressed, some elated, some grandiose and some suspicious ; some show preponderant mental deterioration and others physical failure, while probably not more than 2 per cent, of cases of syphilitic infection ever develop general paralysis at all. This can only mean that other factors, hereditary, constitutional or environmental must be operative and all these must be taken into consideration in assessing mental illness or its consequences. Again, so far as our knowledge goes at present there is no certain reason why anxiety, worry and emotional strain which are generally agreed to be the precursors of psychosomatic illnesses should produce asthma in one patient, peptic ulcer in another and ulcerative colitis in a third. There may be a hereditarily determined organ inferiority so that one organ or symptom is more liable to suffer from disease processes than another. Adler (1917) To sum up it is suggested that psychogenic pain results from a combination of subliminal stimuli via the specific pain endings, fibres and tracts with unpleasurable impressions which, to use Aristotle's term, are passions of the soul. The proportion of these two components varies from case to case but it seems probable that wherever pain is a prominent feature of the patient's complaint both components are present. Therefore both will have to be treated to obtain an optimum result. Pain as a symptom can never be neglected or the confidence of the patient who suffers from it will be forfeited. Nevertheless the significance of the symptom may be very hard to determine, yet the reputation of the doctor may well depend on his success in this quest more than on anything else in medicine.
